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INTRODUCTION 
Cervical cancer screening is important for 
HIV-infected women. 

Papanicolaou smears (Pap smears) are screening 
tests used to detect abnormal cell changes or 
dysplasia in both the cervix and anus. For 
women living with HIV, an initial Pap smear 
should be completed at the time of diagnosis, 
and then six months later. When the results are 
normal, this screening test should be completed 
annually. However, if the results are abnormal, 
referral to colposcopy, regardless of a woman's 
degree of immunodeficiency, is commonly 
recommended by experts. The course of 
treatment and screening thereafter is dependent 
upon follow-up test results (Clinical Manual for 
Management of  the HIV-Infected Adult, 2006). 

Cervical cancer screening for HIV-infected 
women is critical because there is evidence that 
prevalence of abnormal Pap smears is more than 
four times higher in HIV-infected women than 
in HIV-negative women from the same 
community (Maiman et al., 1998). Using a case 
control study design, Maiman and colleagues 
(1998) found that of the 253 adequate Pap 
smears completed for HIV-infected women, 32.9 
percent were abnormal. Meanwhile, of the 647 
adequate Pap smears completed for HIV-
negative women, 7.6 percent were abnormal. The 
sample included women from the New York 
City metropolitan area from 1990-1993. 

Women with cervical dysplasia or early cervical 
cancer, both of which are associated with human 
papillomavirus (HPV), are diagnosed through 
cervical cancer screening, which includes Pap 
smears and pelvic examinations. HIV-infected 
women have compromised immune systems and 
experience common infections such as HPV.  
HIV-infected women have a higher prevelance 
of HPV, more persistent forms of HPV, and a 

higher incidence of cervical cancer.  Invasive 
cervical cancer is an AIDS-defining illness. 

Cultural, social, and system barriers to 
cervical cancer screening are clearly defined. 

While the value of the Pap smear as preventive 
health tool is clearly defined, the cultural, social, 
and system barriers that women living with HIV 
often have to overcome when accessing health 
care often impede the completion of this 
screening test and any follow-up tests required 
for abnormal test results. For example, in 2006, 
Health Resources and Services Administration 
(HRSA) HIV/AIDS Bureau (HAB) conducted a 
cross-sectional, multi-site field study to determine 
how Ryan White CARE Act Title IV programs, 
now the Ryan White Part D Programs, deliver 
gynecologic (GYN) services and cervical cancer 
screening. A particular emphasis of this study was 
on identifying patient, healthcare provider, and 
clinical procedural factors that impede or 
facilitate GYN services and cervical cancer 
screening. Six sites, from geographically diverse 
areas, participated in this study which utilized 
medical record reviews, individual interviews 
with site coordinators, focus groups with patients 
and providers, and site/clinic tours as data 
collection sources. Some of the major themes 
that arose as facilitators to GYN care from this 
study included: 
 Providers’ interest, ability to listen and 

respect patients, and capacity to perform 
and explain procedures 

 Onsite gynecologic care 
 Sufficient space, time, and equipment to 

provide gynecologic care 
 Support staff assistance with follow-up and 

tracking 
 Prompts from providers to perform cervical 

cancer screening 
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Furthermore, in a review of 69 Ryan White 
Programs/CARE Act clinics who were 
participating in a national quality improvement 
initiative, Hirschhorn and colleagues (2006) 
examined differences in care between HIV-
infected women and men who utilize services at 
these clinics. Data sources included 9,015 chart 
reviews, surveys to clinical directors and up to 
five providers at each site, and information from 
Ryan White CARE Act site annual reports. 
Hirschhorn and colleagues (2006) found that 
women who seek care at clinics with a high 
percent of women in the patient population are 
more likely to have a Pap smear offered or 
performed, 71 percent versus 58 percent or 60 
percent respectively. Furthermore, any gender 
disparities in care that were observed in this study 
were related to factors such as patient behavior, 
provider behavior, or barriers not addressed by 
caregivers or support services. 

When assessing adherence to colposcopy and 
determining factors associated with non-
adherence among a cohort of women in the 
Women's Interagency HIV Study (WIHS), Cetjin 
and colleagues (1999) found that adherence to 
colposcopy recommendations about abnormal 
cytology was 64 percent in HIV-infected and 73 
percent in non-infected women. Colposcopy is 
one step in the process of screening and 
diagnosing cervical cancer. Some of the 
associated factors related to adherence to 
colposcopy appointments in HIV-infected 
women were the use of crack or other cocaine 
within the six months preceding the exam, being 
too ill to get medical care, and intimate partner 
violence where entry into or exit from her home 
was prevented by her partner. 

As part of a feminist qualitative study design to 
explore the experiences of HIV-infected women 
with abnormal Pap smears and to identify factors 
affecting why women chose to or chose not to 
receive follow-up care, Abercrombie (2003) 
conducted focus groups and individual interviews 

with a total of 18 women. Theoretical sampling 
was used, and only HIV-infected women with 
abnormal Pap smears were invited to participate. 
Abercrombie (2003) identified five factors that 
affected follow-up care for these 18 women:  

1) Fear of cancer due to family history of 
reproductive cancers, unfamiliarity with 
terminology, or history of sexual abuse  

2) Asymptomatic nature of the problem 
3) Life circumstances 
4) Woman's perspectives on health 
5) Provider qualities 
 
Barriers can be overcome. 
Evidence clearly supports the use of cervical 
cancer screening as a method for identifying 
abnormal cell changes in ALL women. However, 
screening is particularly important for women 
living with HIV because they are more likely to 
have abnormal Pap smears which are often 
associated with cervical dysplasia or HPV. 
Nonetheless, women living with HIV often don't 
receive cervical cancer screening or other related 
follow-up GYN care as a result of cultural or 
social barriers such as substance use or intimate 
partner violence as well as system barriers such 
lack of provider training, insufficient equipment, 
or unsatisfactory tracking, scheduling, or follow-
up procedures. 

Whether as part of the Health Resources and 
Services Administration (HRSA) HIV/AIDS 
Bureau (HAB) Quality Improvement (QI) 
initiative or as an initiative driven from within the 
organization itself, many clinics, community 
health centers, and other healthcare organizations 
throughout the United States (US) have begun to 
tackle the issue of low cervical cancer screening 
rates for women living with HIV by examining 
the barriers to care using a plethora of QI tools 
and through the implementation of strategies to 
overcome them. This Guidebook serves as a 
compilation of strategies for both identifying 
barriers and overcoming them. 
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DEVELOPMENT OF THE GUIDEBOOK   

Members of the Cervical Cancer Screening 
Subgroup of the AIDS Education and Training 
Centers (AETC) Women's Health and Wellness 
Workgroup developed this Guidebook to address 
system barriers to cervical cancer screening for 
HIV-infected women. The AETC Women's 
Health and Wellness Workgroup is a national 
AETC Workgroup that is coordinated by the 
AETC National Resource Center (NRC). 

Using the Guidebook  

The barriers to cervical cancer screening 
experienced by HIV-infected women are well 
researched and documented. As a result, many 
clinics, community health centers, and other 
healthcare organizations have identified 
mechanisms for identifying barriers in their 
particular healthcare setting, which in turn led to 
the identification and implementation of 
strategies to overcome the barriers. The target 
audience for the Guidebook includes all clinic 
staff such as administrators, clinical providers, 
and support staff. The goals of this guidebook 
are to: 

1) Provide instruction on the use of tools such 
as the fishbone diagram to assess barriers to 
care 

2) Illustrate common barriers to care and 
possible strategies to overcome them 

3) Present case examples of successful 
interventions implemented to address low 
cervical cancer screening rates. 

To further assist AETC faculty when providing 
training on completing fishbone diagrams, an 
accompanying slide set with speaker notes titled 
Using a Fishbone Diagram to Assess Barriers to Cervical 
Cancer Screening In Your Healthcare Setting can be 
adapted to achieve the following learning 
objectives:  

1) Describe the rationale for cervical cancer 
screening and common barriers to 
completion 

2) Discuss the benefits of constructing a 
fishbone diagram to assess causes of a 
problem 

3) Identify the steps in constructing a fishbone 
diagram 

4) Discuss how the New Jersey HIV Family 
Centered Care Network successfully used a 
fishbone diagram to identify and address 
causes of low cervical cancer screening rates 
 

Related Resources 

To address the clinical considerations related to 
cervical cancer screening, the AETC Women's 
Health and Wellness Workgroup also developed 
a Training of Trainers (TOT) package that 
includes three slide sets, with speaker notes, on:  

1) Cervical cancer screening with a focus on 
Pap smears and pelvic examinations, 

2) HPV 
3) Sexually transmitted diseases (STDs) 

The primary target audience for these slide sets 
include AETC faculty, who train healthcare 
providers in primary care or family practice 
settings. All slide sets can be obtained from the 
AETC NRC website at www.aidsetc.org. The 
learning objectives for each slide set can be found 
below. 
 
Cervical Cancer Screening in HIV-Infected Women: 
Pap Smears and Pelvic Examinations 
 Identify guidelines for cervical cancer  
 screening in HIV-infected women 
 Recognize Bethesda system for reporting 
 Pap smear results 
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 Describe techniques utilized in Pap smear  
sampling 

 Discuss elements involved in pelvic  
examination 

 Analyze the algorithm for follow-up and  
referral of abnormal Pap smears in HIV-
infected women 
 

Human Papillomavirus and HIV-Infected Women  
 Define what human papillomavirus (HPV)  
 is and how it is transmitted 
 Explain the relationship between HPV,  

genital warts, and cervical cancer 
 Describe the health risks associated with 

HIV/HPV co-infection 
 Discuss screening for HPV and  

management of women with HIV and HPV 
 Describe cultural competency issues related  

to providing care for women with HPV-
HIV coinfection 

Common Sexually Transmitted Diseases (STDs) and 
HIV-Infected Women 
 Identify the five most common STDs 

affecting HIV-infected women 
 Discuss clinical presentations associated 

with the five most common STDs 
 Recall methods for diagnosing the five  

common STDs 
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ASSESSING THE BARRIERS TO CERVICAL CANCER 
SCREENING IN YOUR CLINIC 

A continuous quality improvement (CQI) tool 
that can be used to assess the barriers to cervical 
cancer screening in any clinical setting is a cause 
and effect diagram. A cause and effect diagram, 
or a fishbone diagram, is a graphic tool used to 
identify, explore, and display the causes of a 
particular problem. It was developed by Kaoru 
Ishikawa "to represent the relationship between 
some 'effect' and all the possible 'causes' 
influencing it" (The Memory Jogger: A Pocket 
Guide of Tools for Continuous Improvement, 
1998). Typically, the effect or problem is listed on 
the right and the causes of this problem are listed 
to the left, as presented in Figure 1. "A well-
detailed cause and effect diagram will take on the 
shape of fishbones and hence the alternate name 
fishbone diagram" (The Memory Jogger: A 
Pocket Guide of Tools for Continuous 
Improvement, 1998). 

Figure 1. Fishbone Diagram 

 

 

 

 

Benefits of  Constructing a Fishbone 
Diagram 

Some of the benefits of constructing a fishbone 
diagram are (The Balanced Scorecard Institute, 2007): 
 Helps determine the root causes of a 

problem or quality characteristic using a 
structured approach.  

 Encourages group participation and utilizes 
group knowledge of the process.  

 Uses an orderly, easy-to-read format to 
diagram cause-and-effect relationships.  

 Indicates possible causes of variation in a 
process.  

 Increases knowledge of the process by 
helping everyone to learn more about the 
factors at work and how they relate.  

 Identifies areas where data should be 
collected for further study.  

Steps in Constructing a Fishbone 
Diagram 

The first step in constructing a fishbone diagram 
is to establish the team who will be involved in 
the process. A fishbone diagram can be 
completed by a team including administrators, 
providers, staff, and consumers. While a fishbone 
diagram can be completed individually, it is best 
used in a group or team setting because this 
allows for a comprehensive review of the 
problem from multiple perspectives. The 
facilitator of the fishbone diagram process should 
have a strong understanding of QI concepts and 
content knowledge of the issue being explored. 

Once the facilitator and team members are 
identified, the problem being examined must be 
defined. Using operational definitions is helpful 
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to ensure that all team members understand the 
issue being addressed. Once consensus has been 
reached, the problem statement is placed on the 
right side of the diagram.  Examples of a 
problem statement are: Low Pap smear completion 
rate or Pap smear completion rate is 45%. 

The next step is to generate the main causes 
needed to build the diagram. Typically, there are 
four causes represented in a fishbone diagram, 
however the number of main causes can range 
from three to six. These main causes can be 
identified through structured brainstorming or by 
asking team members to track causes as they are 
completing their daily activities. The main causes 
of the problem (eg., equipment, systems, 
patient, provider) are added to the left side of 
the diagram.  

Any additional causes, or related ideas, can be 
added under the relevant main cause (eg., 
provider (main cause) uncomfortable completing 
Pap smears (related idea)). In addition to adding 
the brainstormed ideas, facilitators of this process 
can ask the team members "Why does this 
happen?" and list any related ideas that come 
from this discussion.  

When interpreting the results from the diagram, 
look at the balance of the diagram and identify 
which main causes have the most detail. In 
addition, look at the causes that keep coming up. 
It is helpful to highlight those causes that can be 
measured so data can be gathered to determine 
the frequency of each cause. Finally, circle any 
causes where immediate action can be taken to 
remedy to problem. 

Case Study: New Jersey HIV Family 
Centered Care Network 

Overview. The New Jersey HIV Family 
Centered Care Network is a statewide Ryan 
White Treatment Modernization Act Part D 

program that is comprised of seven sites and 
serves the entire State of New Jersey. The sites 
include university-based clinics, hospitals, medical 
centers, and satellite sites. A networkwide-CQI 
process monitors a range of clinical indicators 
within the Network, such as CD4+ T cell count, 
viral loads, adherence education, Hepatitis C 
screening, and cervical cancer screening. As part 
of the Nework’s review of data, it was noticed 
that cervical cancer screening completion rates 
were variable across all seven sites. Therefore, in 
an effort to understand the issues and challenges 
faced by the sites and identify opportunities for 
change, a root cause analysis was completed 
using the fishbone diagram. 
 
Process. The root cause analysis process was led 
by a facilitator who has worked within the 
Network for 10 years and has extensive 
experience in QI concepts. The process had 
representation from each of the Network sites 
and involved providers, administrators, program 
coordinators, case managers, and consumers. As 
part of the process, data from the CQI program 
were reviewed, past strategies were discussed, and 
lessons learned were explored. The goal of the 
root cause analysis was to identify the primary 
reasons for low completion rates for cervical 
cancer screening in an effort to identify strategies 
that could have a lasting, positive impact. Issues 
were explored using the following four main 
causes: 

1) Environment 
2) Procedures 
3) People 
4) Equipment 

Figure 2 illustrates how these causes were 
presented on the fishbone diagram. 
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Low rate of 
Pap smears 

Equipment 

People 

Environment 

Procedures 

Figure 2. New Jersey HIV Family Centered Care Network Root Cause Analysis 

 

The first cause explored was environment, 
which is the physical setting that contributes 
to low cervical cancer screening completion 
rates. The four related ideas found by this 
group were: 

1) Time available 
2) Waiting time 
3) Physical space 
4) Availability of services 
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The second cause explored was procedures, 
and included both policies and procedures 
that did or did not contribute to low 
completion rates. The four related ideas found 
by this group were: 

1) Referral procedures 
2) Identification of the need for Pap smears 
3) Patient understanding 
4) Appointment process 

The third cause explored was people. This 
was categorized by staff and patients. Some of 
the related ideas identified were competing  

 
priorities, fear, staff expectations, liability, and 
billing issues. 

The fourth area explored was equipment, 
including what was needed to conduct cervical 
cancer screening. The two related ideas found 
by this group were: 

1) Trained staff  
2) Physical equipment needed to carry out 

the procedure 

Figure 3 illustrates the completed fishbone 
diagram, with the related ideas included. 

Figure 3. New Jersey HIV Family Centered Care Network Completed Root Cause Analysis  
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Waiting 
Time 
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Low rate of 
Pap smears 

Equipment 

People 

Availability 
of services 

Appointment process 
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staff 

Availability of 
Equipment 

Patients 

Identification of the need 
for Pap smears 

Competing 
priorities 
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Fear 

Competing 
priorities 

Physical 
space 

Staff 
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Outcomes. Based on this root cause analysis 
using the fishbone diagram, the Network 
conducted a brainstorming session to identify 
successful and unsuccessful strategies imp-
lemented to address the issues identified. The 
results led to a wide range of potential strategies 
including the following: 
 Build upon the success of referral logs and 

follow-up with staff to document the 
outcome of the referral.  

 Use incentives to encourage women to 
complete a Pap smear, such as grocery store 
coupons. 

 Raise staff awareness about low rates of 
completed Pap smears and strategies that 
will be employed to address the issue.  

 Through the use of existing staff, provide 
Pap smears onsite instead of referring to an 
outside source.  

 Create a mobile Pap cart that can be 
wheeled from one exam room to another 
that holds all of the necessary equipment 
and supplies. 

 Bring a GYN provider onsite to provide the 
services instead of referring to an outside 
source.  

 Create a prompt on the electronic medical 
record to notify providers that a Pap smear 
is due.  

 Modify the annual assessment form to 
include Pap smears and copy the form onto 
colored paper so that it stands out in the 
chart.  

 Offer “personal” reminders to patients 
about the need for Pap smears using phone 
calls and birthday cards. 

 
 Establish formal policies and procedures 

regarding Pap smears that outline the 
frequency of Pap smears, referral process, 
follow-up procedure to document outcome, 
education of patients, etc.  

 Implement a Pap Festival that offers many 
services of interest to the audience, such as 
massage therapy, food, or social activities, in 
addition to the Pap test. 

At the end of the discussion about strategies, a 
Networkwide goal was established. That goal was 
70 percent of all women would receive and have 
documentation of a Pap smear on an annual 
basis. The goal was established to account for the 
variability among the sites, with the minimal level 
of acceptance set at a 70 percent completion rate. 
For those sites that have rates above 70 percent, 
there is an expectation that they will maintain or 
increase their respective rates. Each site was 
required to implement at least one strategy in an 
effort to increase the Pap smear completion rate. 

Figure 4 describes one of the change strategies 
that was implemented by the Jersey City Medical 
Center (JCMC). The information included within 
the figure outlines a Plan Do Study Act (PDSA) 
cycle. The problem being addressed was that the 
Pap smear completion rate was still low after 
staff education and chart audits. The objective 
was to entice and introduce women into GYN 
care via Pap Festivals. 
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JCMC Pap Rates
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Figure 5 also shows the progress of the JCMC 
over a period of six years. Each year, different 
initiatives were tried and the outcome of each 
initiative is depicted on the bar representing 
the subsequent year. 

Figure 5. Jersey City Medical Center 
(JCMC) Pap Rates 

 

In 2002, staff education was the focus of the 
intervention. This, however, was limited to telling 
the providers at the seven network sites to 

conduct Pap smears, thinking they would 
naturally get done. As presented in the data, these 
efforts alone made very little difference. In 2003, 
chart audits were completed. By focusing on the 
data and documentation, this task alone raised 
the screening rates about 10 percent. In 2004, 
Pap Festivals were held and a small incentive 
program was initiated. Women who were 
reluctant or unwilling to get a Pap smear were 
told that if they accepted a referral and got a Pap 
smear, when the results reached the HIV clinic, 
they would receive an incentive such as a grocery 
store coupon. This raised the rate to 52 percent. 
Also in 2004, and in 2005, cervical cancer 
screening was brought into the HIV clinic. One 
Adult Nurse Practitioner (ANP) began to 
conduct Pap smears when a woman came in for 
an HIV visit. It became much easier for the ANP 
when in 2006, an RN was added who does a lot 
of up front work for the ANP. She identifies 
which women are coming in for an HIV visit, 
and which need a Pap smear completed. She can 
make sure that the woman is seen in the 
appropriate room and that the ANP has the time 
and tools she needs to get the job done. The 
most recent 2007 intervention brought an 
OB/GYN nurse practitioner into the clinic. By 
having this provider readily available, visible, 
familiar, and accessible to the patients, who 
knows where the results will take them! 

Lessons Learned and Best Practices. The 
process of utilizing the fishbone diagram to 
examine cervical cancer screening shed light on 
lessons learned at two levels: 1) utility of the QI 
tool and 2) specific strategies for addressing the 
issue. 

In respect to the use of the fishbone diagram 
itself, it is important to utilize a skilled facilitator 
who clearly understands the purpose of the 
fishbone diagram and has the ability to structure 
or redirect discussion, as needed. Without having 
someone knowledgeable about the QI tool, the 
discussion could have easily been derailed, 
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leaving participants feeling frustrated. It was also 
important to consider the number of people 
participating in the process. Too many people 
and the lack of a skilled facilitator could turn the 
process into chaos. 

The New Jersey HIV Family Centered Care 
Network felt the process itself was energizing 
and a new found sense of enthusiasm among 
providers to tackle the issue was identified. It was 
also acknowledged that input from different 
perspectives was most productive, including 
input from consumers. By having broad 
representation, barriers that weren’t previously 
identified were highlighted and new strategies 
could be put forth. 

In respect to identifying barriers and specific 
strategies to employ, the process facilitated 
sharing of information, including strategies that 

worked and did not work. By having all seven 
sites at the table discussing the issue, new 
solutions were identified that hadn’t previously 
been tested. For instance, one site hosted Pap 
Festivals, which resulted in significant patient 
participation. None of the other sites were aware 
this was being conducted. Since that time, three 
other sites have hosted similar events. 

It is also important to discuss strategies that were 
not effective. While strategy #1 didn’t necessarily 
work for site A, sharing the information with the 
other six sites allowed the strategy to be tested in 
other settings. It was also helpful to acknowledge 
barriers can be unique to a particular site. 

By the end of the process, the New Jersey HIV 
Family Centered Care Network staff became 
“internal consultants” for each other—what 
stronger statement can be made? 
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COMMON SYSTEM BARRIERS AND STRATEGIES TO 
OVERCOME THEM 
Below is a table with common system barriers to 
cervical cancer screening and strategies to 
overcome them.   The list of strategies within 
each barrier may have some conflicting ideas.  All 
possible strategies were included because it is 
important to find the remedy that best fits the 
needs of the clinical setting and patient 

population.  This may vary by site.  These 
strategies are recommendations that have been 
made by members of the AETC Women’s 
Health and Wellness Workgroup based on their 
clinical experiences or based on discussions 
within the Workgroup, and therefore may not 
have been evaluated. 

Common 
Barrier Strategy 

Consumer access 
to information 

 Create a resource list of patient education materials (see Appendix A to view a 
sample) 

 Offer patient education materials in different locations throughout the clinic 
setting 

 Offer information using a variety of mechanisms such as brochures, 
newsletters, or community-based forums (see Appendix B to view samples) 

Accessibility  Integrate GYN care and cervical cancer screening into regular clinic visits for 
one stop care 

 Offer Pap Festivals 
 Set up Pap smear only appointments 
 Create walk-in hours for Pap smears 
 Increase number of providers qualified and trained to conduct Pap smears 

onsite 
 Title X family planning clinics may be a resource for providing Pap smears 

onsite 
Missed 
appointments 

 Implement an intensive tracking system 
 Make reminder calls to the patient 
 Have bilingual staff available to assist in scheduling appointments 
 Schedule appointments for cervical cancer screening when the patient is also 

at the clinic for primary care 
 Utilize outreach and case management teams 
 Train all front desk staff on the importance of cervical cancer screening 

Lack of  trained 
and culturally 
competent 
providers 

 Train providers on how to do a Pap smear 
 Train providers on issues that may impact a woman’s decision to complete 

cervical cancer screening (ie. Intimate partner violence) 
 Train providers on how to use equipment such as a colposcope 
 Train providers on how to assess the health literacy level of their patients 
 Train providers to listen to patients 
 Providers should approach patients in a non-judgmental, compassionate, and 

sensitive manner 
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Documentation  Create and implement tracking and patient information forms (see Appendix C 

for samples) 
 If using electronic medical records, establish a system where Pap smear results 

are easy to obtain 
 Utilize MS Access to create a locked database that tracks appointment status, 

completion of Pap smears, and reasons for not completing a Pap smear 
Equipment  Create a mobile Pap cart that has all of the necessary supplies and can be 

wheeled from one exam room to another 
 Utilize a checklist for material needed to conduct a Pap smear to ensure that 

materials and equipment are collected and available 
 Place a picture of a completely equipped room and prep tray in the exam room 

to serve as a visual cue for ensuring all materials are available 
 Equip all rooms with stirrups 

Childcare  Offer childcare services onsite 
 Create a child-friendly play space in the clinic setting 
 Utilize volunteers or interns to assist with childcare 

Transportation  Provide public transportation vouchers 
 Utilize transportation services available at your healthcare setting 
 Coordinate appointments to minimize number of trips required 

Exam rooms  Provide a space that is large enough to accommodate women with children, 
including a privacy curtain 

 Equip all rooms with stirrups 
Fear factor 
(Provider) 

 Provide training on topics relevant to cervical cancer screening and providing 
quality care to women living with HIV 

 Utilize models so providers can gain experience completing an exam 
Fear factor 
(Consumer) 

 Provide patient education materials that address cervical cancer screening 
terminology and information about female reproductive anatomy (see Appendix 
B to view samples) 

 Begin educating girls and women early about the benefits of GYN care and Pap 
smears. 

 Providers should engage in trust building exercises with their patients (eg., 
provider should describe what will occur at the appointment and provide 
information about when a patient should return for follow-up care) 

 Providers should be aware of their patients’ possible family history of 
reproductive cancer 

 Nurses and support staff can prepare the patient by reminding them that they 
are scheduled for a Pap smear, particularly if it is during a regular exam 

Referral Process  Offer all services in one location 
 Assign each patient to a staff member or provider who will monitor the referral 

process 
 Create a calendar for patients with a schedule of all medical appointments 
 Build a relationship with the program you are referring a patient to by 

identifying one or two contact people in that program so you can give your 
patient their name specifically 

 Title X family planning clinics are one referral resource for screening 
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CASE STUDIES  

This section of the Guidebook contains two case 
studies that showcase successful strategies for 
addressing system barriers. The strategies are 
organized by people, environment, procedures, 
and equipment. Information for these case 
studies was obtained from a multi-site field study 
of GYN care and cervical cancer screening, 
which was carried out by the François-Xavier 
Bagnoud Center and funded by HRSA HAB in 
2005-2006.  

Case Study 1: 

People: Seven hundred patients access this HIV 
medical care center; 50 percent of the patient 
population are women. This site has an experi-
enced nurse practitioner dedicated to providing 
GYN care and cervical cancer screening. Women 
come in for their regular HIV medical care and 
are seen for GYN care at the same visit. The 
nurse practitioner connects with patients and 
provides “tough love,” as relayed by the patients. 
These women maintain that the nurse practitio-
ner has a unique ability to promote self-
management.  

Environment: The space in the clinic is 
minimal, but there is a room dedicated for the 
nurse practitioner. This room is small, yet is large 
enough for children to be behind a curtain if they 
accompany their mother to the visit. The room is 
equipped for providing GYN care.  

Procedures: The nurse practitioner keeps a log 
of her patients’ Pap smear dates, results, follow-
up appointments, etc. and also communicates 
with other departments when women are 
referred for colposcopy. A system is set up to 
provide the infectious disease team with 
electronic prompts to remind them when a 
patient needs a Pap smear or follow-up 
colposcopy. Additionally, a nurse routinely 
checks the medical records for  

Pap smear dates and will remind both patients 
and providers about these dates. The nurse, who 
is bilingual (English/Spanish), will typically 
deliver reminders to the patients through 
telephone calls or through the mail. Overall, this 
system has multiple procedures for reminding 
providers and patients about cervical cancer 
screening and follow-up. It was relayed by 
patients and providers that the prompts and 
follow-up procedures increase cervical cancer 
screening rates at this site. 

Equipment: Colposcopy is performed off site, 
but the GYN exam room is fully equipped for 
comfortable GYN care and cervical cancer 
screening.  

Case Study 2: 

People: Three hundred patients come to this 
HIV care center for care and treatment; 10 
percent of the patient population include women. 
Ninety five percent of the women receive case 
management services, and all women entering 
care are followed closely by their case manager 
for their first six months in care. This site has a 
case manager dedicated to educating and 
reminding women about cervical cancer 
screening and the importance of GYN care. 
Patients maintain that the case manager is the 
reason they return for regular GYN care and 
screening. The case manager also utilizes peer 
educators who speak with women during clinic 
hours and group meetings.  

Environment: GYN care is provided during 
regular medical care visits. All medical staff, 
including medical residents, are trained in 
performing cervical cancer screening and 
colposcopy is performed onsite. Support staff are 
available to watch children for mothers during 
their GYN  
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Procedures. Women relayed that the center 
supports them in self-advocacy, and women 
described feeling empowered by making research 
and health care decisions. This site has 
information about research and treatment 
everywhere, including the women’s bathroom. In 
addition, there are many support groups for 
women, including groups specifically to support 
recent immigrants.  

Procedures: The nurse case manager tracks the 
patients’ Pap smear dates and provides reminder 
phone calls, letters, and community outreach. 
The nurse case manager also checks the patients’  

chart prior to each visit and completes the 
HIVQUAL flow sheet with cervical cancer 
screening indicators. This flow sheet is placed on 
the top of the medical record with a paper clip, to 
remind providers of the Pap smear dates, etc. 
Nursing personnel also verbally remind the 
providers to performing Pap smears, and they 
also prepare the patient by reminding them that 
they need a Pap smear during the visit.  

Equipment: The clinic has seven exam rooms, 
all of which are equipped for GYN care. One 
room also has a colposcope. One provider is 
trained to perform colposcopy.  
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CONCLUSION 
 
Cervical cancer screening is important for all 
women, however it is critical for HIV-infected 
women as they are more than four times likely 
to have an abnormal Pap smear than HIV 
negative women (Maiman et al., 1998).  
Furthermore, HIV-infected women have a 
higher prevalence of HPV and a higher 
incidence of cervical cancer.  Invasive cervical 
cancer is an AIDS-defining illness.   
 
Screening for cervical cancer through Pap 
smears can have a significant impact on 
morbidity and mortality.  Nonetheless, it is 
evident that there are many cultural, social, 

and system barriers that impede the 
completion of cervical cancer screening for 
HIV-infected women.  A fishbone diagram is 
one CQI tool that can be used to examine a 
problem such as low cervical cancer screening 
rates.  The process of completing a fishbone 
diagram is used not only to identify the causes 
of a problem, but to encourage discussion of 
strategies for remedying the issues at hand.  
As highlighted in this Guidebook, there are 
many strategies that can be implemented to 
address the range of system barriers that may 
impede cervical cancer screening in your 
clinical setting. 
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APPENDIX A: SAMPLE LIST OF PATIENT EDUCATION 
MATERIALS 

Source: New York State Department of Health AIDS Institute. (2000). Promoting GYN CARE for 
HIV-Infected Women: Best Practices from New York State.  Available for download at http://www.ihi.org 
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APPENDIX B: SELECTED PATIENT EDUCATION MATERIALS 

Source:  U.S. Department of Health and Human Services, Public Health Service, Office of 
Population Affairs.  
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Source: Krames Health and Safety Education.  Available for purchase at www.krames.com 
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Source: unknown 

THE COLPOSCOPY 
 

You are scheduled to have a special test during your next 
physical examination.  This test is called a “colposcopy”. 
 
WHAT IS A COLPOSCOPY???   A “colposcopy” (pronounced 

“coll-poss-co-pee) is a procedure which is done by a specially trained 

doctor or nurse.  It is done as a part of a pelvic exam, using a 

“colposcope”.  While the doctor or nurse is doing the pelvic exam, he 

or she can look through the colposcope to see an enlarged picture of 

your vagina and cervix (the neck of your womb).  This test does not hurt.  It is like a regular 

pelvic exam, but it takes a little longer. 

 
WHY DO I NEED A COLPOSCOPY?  Colposcopy is usually ordered because your last Pap 

smear was not normal.  This means that some cells from your cervix looked abnormal, and need 

to be checked out further.  This does not necessarily mean that there is something wrong with 

you, it just means that another test should be done to understand why the cells looked abnormal. 

 
DOES THIS MEAN THAT I HAVE CANCER?  No it does not mean that you have cancer, 

but it is very important that the colposcopy be done so that if anything is wrong it can be treated 

right away.  IF any abnormal cells are seen during the colposcopy, then a biopsy (removing a 

small piece of tissue) will be done.  You might feel some cramps during the biopsy. 

 
WHAT HAPPENS AFTER THE COLPOSCOPY TEST IS OVER?  On your next visit to 

the clinic, the doctor or nurse will discuss all of the test results with you.  They will help to plan 

what needs to be done next.  It is very important that you come to the next visit, and that you 

have a regular Pap smear every six months to one year from  now on. 
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Source: Pacific Oaks Medical Group.  Contact by telephone at (310) 652-2562 

 



__________________________________ 
 
Overcoming System Barriers to Cervical Cancer Screening For HIV-Infected Women In A Clinical Setting, 2007 

 
-34- 

 

 

 



__________________________________ 
 
Overcoming System Barriers to Cervical Cancer Screening For HIV-Infected Women In A Clinical Setting, 2007 

 
-35- 

 



__________________________________ 
 
Overcoming System Barriers to Cervical Cancer Screening For HIV-Infected Women In A Clinical Setting, 2007 

 
-36- 

 

 

 



__________________________________ 
 
Overcoming System Barriers to Cervical Cancer Screening For HIV-Infected Women In A Clinical Setting, 2007 

 
-37- 

 

 



__________________________________ 
 
Overcoming System Barriers to Cervical Cancer Screening For HIV-Infected Women In A Clinical Setting, 2007 

 
-38- 

 



__________________________________ 
 
Overcoming System Barriers to Cervical Cancer Screening For HIV-Infected Women In A Clinical Setting, 2007 

 
-39- 

 

 



__________________________________ 
 
Overcoming System Barriers to Cervical Cancer Screening For HIV-Infected Women In A Clinical Setting, 2007 

 
-40- 

 

 



__________________________________ 
 
Overcoming System Barriers to Cervical Cancer Screening For HIV-Infected Women In A Clinical Setting, 2007 

 
-41- 

Source: U.S. Department of Health and Human Services, National Institutes of Health, National 
Cancer Institute.  Available at www.cancer.gov 
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APPENDIX C: SAMPLE TRACKING AND PATIENT 
INFORMATION FORMS 
Source: New York State Department of Health AIDS Institute. (2000). Promoting GYN CARE for 
HIV-Infected Women: Best Practices from New York State.  Available for download at http://www.ihi.org 
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Source: New York State Department of Health AIDS Institute. (2000). Promoting GYN CARE for 
HIV-Infected Women: Best Practices from New York State. Available for download at http://www.ihi.org 
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Source: New York State Department of Health AIDS Institute. (2000). Promoting GYN CARE for 
HIV-Infected Women: Best Practices from New York State. Available for download at http://www.ihi.org 
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Source: Christiana Care Health System. Visit www.christianacare.org 

 



__________________________________ 
 
Overcoming System Barriers to Cervical Cancer Screening For HIV-Infected Women In A Clinical Setting, 2007 

 
-47- 

 



__________________________________ 
 
Overcoming System Barriers to Cervical Cancer Screening For HIV-Infected Women In A Clinical Setting, 2007 

 
-48- 

 



__________________________________ 
 
Overcoming System Barriers to Cervical Cancer Screening For HIV-Infected Women In A Clinical Setting, 2007 

 
-49- 

 



__________________________________ 
 
Overcoming System Barriers to Cervical Cancer Screening For HIV-Infected Women In A Clinical Setting, 2007 

 
-50- 

 



__________________________________ 
 
Overcoming System Barriers to Cervical Cancer Screening For HIV-Infected Women In A Clinical Setting, 2007 

 
-51- 

 



__________________________________ 
 
Overcoming System Barriers to Cervical Cancer Screening For HIV-Infected Women In A Clinical Setting, 2007 

 
-52- 

 



__________________________________ 
 
Overcoming System Barriers to Cervical Cancer Screening For HIV-Infected Women In A Clinical Setting, 2007 

 
-53- 

 



__________________________________ 
 
Overcoming System Barriers to Cervical Cancer Screening For HIV-Infected Women In A Clinical Setting, 2007 

 
-54- 

Retrieved March 7, 2007 from 
http://www.ihi.org/IHI/Topics/HIVAIDS/HIVDiseaseGeneral/Tools/Initial/HistoryandPhysicalForm.htm 

 

 


